Giemsa stained Fine Needle Aspiration Cytology (FNAC) of left supraclavicular lymph node revealed 5-15µm spherical yeast cells with narrow-based budding, scattered lymphocytes and epitheloid cells. The yeast cells were poorly encapsulated, engulfed inside macrophages and present in chains closely resembling pseudohyphae. The aspirate of FNAC was subjected to culture on Sabouraud's Dextrose Agar medium (SDA). After 48 hours white to cream, smooth and non-mucoid colonies were isolated [ [7] . This further necessitates the need of tissue diagnosis to ensure earliest appropriate treatment.
C. neoformans' virulence is mediated predominantly by a polysaccharide capsule which provides a physical barrier that interferes with normal phagocytosis and clearance by the immune system. Usually the size of capsule is several times the size of the yeast cell. The capsule size and morphology has been seen to vary under different growth conditions. There have been reports of isolation of cryptococci having smaller capsules from patients with AIDS [6] .
Absence of pseudohyphae have been used to differentiate Cryptococcus species from yeasts like Candida. However, the presence of pseudohyphae, as demonstrated in our case, has been recently observed by other workers also. This is a rare case of involvement of the left supraclavicular lymph node in which Cryptococcus neoformans isolate showed atypical features like poorly developed capsule and the presence of yeast cells in chains similar to pseudohyphae.
ConClusion
Our diagnosis in this exceptional case helped the physicians to initiate prompt and specific treatment. This highlights the importance of culture and other microbiological techniques in such cases.
Based on the above findings, the patient was referred to Integrated Counselling and Testing Centre (ICTC). After counselling and obtaining an informed consent, blood of the patient was collected for HIV testing. Serology was reactive for HIV-1. Cerebrospinal fluid examination by India ink, culture and antigen detection for cryptococcus was negative. Sputum and stool examination were negative for other opportunistic microorganisms. The patient was treated with amphotericin B 0.7mg/kg /day intravenously. With treatment her lymphadenopathy subsided. However the patient refused to undergo a repeat FNAC to confirm microbiological cure. She was further referred to Anti-Retroviral Centre for CD4 cell count and antiretroviral treatment.
DisCussion
Few fungi are pathogenic to humans. Cryptococcosis has emerged as the second most common fungal infection after candidiasis in HIV infected individuals and potentially the most serious one [1] . C. neoformans is a basidiomycetous fungus that is ubiquitous in the environment. It is found in soil, on flowers of trees like Eucalyptus and in excreta of wild and domestic birds. Because of its ubiquity, it has been suggested that most people are exposed to C. neoformans early in life.
In immune-competent human hosts, the usual primary infection is pulmonary and most often subclinical. On the other hand, in immunosuppressed individuals cryptococcal infection commonly manifests as meningoencephalitis, pneumonia, skin lesions, eye lesions, bone and joint involvement. Rare manifestations include lymphadenopathy, endocarditis, hepatitis, lesions of gastrointestinal tract, pyelonephritis and prostatitis. Its usual route of entry into humans is through inhalation of non or poorly encapsulated form of the organism.
Cryptococcus neoformans is known for its predilection to the CNS and about 70-90% of the patients present with subacute meningitis or meningoencephalitis [2] . This patient however, did not show any central neurological signs and symptoms. Cryptococcal lymphadenitis is an uncommon form of extra pulmonary cryptococcosis in patients with AIDS [3, 4] . Only few cases have been reported worldwide [5, 6] and from India [3, 4] . Cryptococcal lymphadenitis in the absence of AIDS is extremely rare. Such cases are initially suspected of a diagnosis of lymphoma or tuberculosis
